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~ 1. BACKGROUND AND OBSERVATIÖNS

A. .Historv of the Dixon Lawsuit

In February 1974, a class of individuals civily committéd to St. Elizabeths
Hospital, including lead plaintif Willam Dixon, filed suit against the Federal
government (which operated St. Elizabeths) and the District of Columbia (which
was responsible for community mental health centers in the District). The
plaintif class, which ultimately included individuals at future risk of

hospitalization due to the lack of community services, sought community-based
mental health treatment for class members whose mental ilnesses were not
deemed by their treating professionals to be suffciently severe to require
hospitalization.

~

In December 1975, the District Cour ruled that individuals subject to the
Ervn Act háve a statutory right tötréatinentin the least restrictive 

setting,
including placement in alternative community facilties when treating
professionals have determineds\1chtreatinent is appropriate. In 1980, following
two years of negotiations, the Federal and District defendants and counsel for the
plaintiff class, agreed to the entry of a consent order and an implementation
plan. The order established the Dixon Implementation Monitoring Committee as
a mechanism for overseeing the execution of 

the Plan, including tracking the
avaiability of necessary resources, advising the Cour on systemic obstacles to

reform, and reporting the concerns raised by the class members.

The Federal government transferred St.. Elizabeths Hospital to the District.

of Columbiåm1987. Ths reorganization btought al óf the District's mental
health service COmponentstogether uridera single adininistratioIl- the 

newly
created CömmIssionon Mentál Hèálth Semces ("CMHS"). A new consent order
and a 5-year Servces Development Plan ("SDP") weré approved by the 

Federál
Court in 1992. When the District faied to meet its obligations thereunder, a
Special Master was appointed in May 1993 to oversee the implementation of the
SDP, the 1992 consent order, and prior Court orders.

~

In May 1995, as a result ofa motion by plaintifs to expand the powers of
the Special Master into those of a Receiver, a new consent order was entered by
the Cour. .The order provided for a $12 milon inrrease in the community adult
mental health services budget and for the engagement of outside consultants to
review the management of CMHS and the Mobile Community Outreach
Treatment Team, t'MCO'!'). Whe these "Phase I" conditions were achieved,
the "Phase II" recommendations - which caled for the implementation of a
management audit, the establishment of two MCOTTs, and the development of a
Homeless Servces Plan, among other things - were not successfuy

implemented.
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.In December 1996, based on the District's repeated non-compliance with
the Dixon decrees, the plaintiffs again moved' for the .establishment of a Court-
ordered Receivership. The Federal Court heard the motion in April 1997 , and
granted it in June 1997. The Court's order bestowed upon the Receiver broad
powers over personnel, contracting, facilties and the budget. The overriding
charge includødtheman.date for development of an integrated and
comprehensivecom,.innnity-basedsystem of care.

The first Receiver was appointed in October 1997. inOctober 1999, the
Court heard a request from the plaintifs for an independent audit of CMHS
attivities under the Receiver. The paries and the Receiversubsequently agreed

to an audit of CMHS budgeting, prÇ)curement and patient account management,
and to a stakeholder committee process to assess progress on issues of concern.
Continued frustration with the pace and diection of progress ultimately led to
the resignation of the fist Receiver in March 2000.

Following negotiations among the parties, the Court issued a consent order
establishing a Transitional RRceivership starting Apri 1, 2000. T~e order stated
that day-to-day operations of the mental health system would be returned to the
District by January 1, 2001, at the earliest, or April 1, 2001, at the latest. The
Transitional Receiver was cha.rged with developing - in consultation with the

parties -an integrated, comprellensive and cost-effective community~based plan

for the provision of mentalhealth care in the District (the "Plan"). This is that
Plan.

Beginning with the assumption of day-to-day operations by the District, a
probationar period not to exceed six months is to be used to determine whether
the District has the capacity to implement, and is implementing, the. Plan. The
Transitional Receiver is to monitor the District's performance for the Cour
durng this period. If the Transitional Receiver certifes that the District has the
capacity to implement and is implementing the Plan, tlle Transitional .
Receivership wil be terminated.

B. Observations on the Current State of tlle Svsteni
The central question that pervades the last 25 years of legal and

organizational activity in the District mental health community is: Whàt have
we learned in that time that might be instructive in our planningfor the future?
Each person and organization involved i:n the long and frstrating process brigs

to this query a unique perspective forged from hard-fought, hard-earned
experience. Because I am an outsider, however, I think I bring to the mix a
dierent perspective, and perhaps one less afected by the trials and tribulations
Qthers have experienced in getting to this point. A few of my observations follow:

?



r

~

~

1. The Need for Direction

Although a plan for the future direction and development of the public
mental health system in the District was drafted and approved in connection
with the transition of St. Elizabeths to the District's control, neither it nor other
plans developed over the years were ever fully imple.mented. This has often left
many well-intended actors in the system movin:g in diferent directions and at
different. speeds. We must put in place a comprehensive Plan that will provide
clear direction for the system.

2. The Need to Esta Ush a Se arate "Authorit "
. ResDonsib~~~ j'

..~ tf
Historically, CMH:: has both served as a provider of servces and tried to

oversee a fragmented, very dependent and largely underdeveloped system of care.
The lack of any meaningful separation of these very diverse and inconsistent
roles has led to endless confusion and often animosity within the system.

Even more problematic is the fact that wllen an organiz~tion, such as
CMHS, attempts to function as both an authority and a provider, overall capacity
questions are raised relating to the entity's ability to fulfi both 

roles. As a

result, the critical (and non-delegable) "authority" tåsksof creating and
sustaining clear goals and values for the system tend not to receive the necessar
attention. This historical barer to CMHS success has been made essentially
insurmountal:le by a confusing web of existing statutory requirements and
limitations, as well as the lack of a legislative mandate requing CMHS to
promulgate and implement a set of 

system-wide goals and values.

We must establish a mental health agency with a meaningful separation
between its authority and provider functions, and the unambiguous
responsibility and authority, and the necessary resources, to promulgate and
sustain clear goals and values for the system.

3. The Need to Redefine the Provider Role

Confsion and incapacity issues such as those faced by CMHS have led
inost governental jursdictions across the country to get entirly out of the
business of diectly providing outpatient/rehabiltation servces. 

Whe it is not
unusual för state governments to continue to operate public inpatient "safety net"

facilities to supplement private inpatient capacity, it is now highly unusual 
for

the governmental entity to be a major provider of community servces. We must
develop a publicly funded system with the incentives and capability for utilzing

both public and private mental health servces in the most appropriate and
effective manner possible.

1
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4. The Need for Clear and Sustained Leadership

For CMHS, a multiplicity of players and power bases across the executive,
legislative and judicial arms ..of District government has led to a great deal of
stalematiIig, inertia and stop-start activities. Symptomatic of this dynamic has
been the continual change in leadership. The abilty to attract and support high-
qualty, stable leadersmp must be viewed as a priority for the future.

'"

5. The Need for the System to Embrace Change

The fact that the Federal Court has been involved with the District's
mental health system for more than twenty-five years makes it. clear that judicial
intervention alone cannot bring about syste::s change. Fundamental and lasting
systems change must come from within; it cannot be forced from the outside. We
must create a mental health system that nurures an envionment that meets
the needs and inspires the confdence of the stakeholder community.

6. The Need for Infrastructure
In order to provide comprehensive and functional mental health services to

District residents, the mental health system must be supported by underlying-
systems for policy development, budgeting, purchasing, and jnformation storage
and retrievaL. The historic ineffectiveness of such basic infrastructure systems
tlioughouttheDistrict creates unique chalenges for any policy initiative. It is
easy to agree, .for example, that a new financing mechanism. for community

. servces is long overdue. However, creating the necessary infastructure to help
m.ke this happen is a daunting task. Ths Plan must put in place the resources
necessary to create the infastructure needed to operate an effective and

responsive mental health system.

7. The Need for Productive Collaboration
The effectiveness and effciency of the District's mental health system are

dependent on the active support of other key City agencies. Other District
agencies and the popUUations they serve are liewise dependent on coordiation

and cooperation with a well-functioning public mental health system. Without
such collaboratiôn,pr.oblems are tyicaly addressed only in part, and creative

opportunties to devise comprehensive solutions to "big picture" issues are lost. It
. is increasingly apparent that strong City leadership. is necessary to create needed

. cross..8.gèncy collaboration. We must put in place a Planthat empowers the
mental health system to playa leadership role in such collaboration.

A.
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8. The Need to Nurture Ootimism

The amazing thing is not that the current system has bred 
numerous

pockets of anger and frustration. The surprise is the number ofp.eople who
continue to hope, and to find ways to make hope real- in spite of 

the system's

shortcomings. The blueprint for the future must build on the system's strengths,
and the undaunted commitment and devotion of many key people must be
acknowledged and utilized.

II. ApPROACH To DEVLOPMENT OF THE PLA

A. Puroose of the Plan

The purpose of thia Plan is to provide an overall policy framework for
meeting the Dixon mandate to devélop and implement an effective and
integiated community-based system of mental health care for consumers in the
District of Columbia. It is crafted to achieve a delicate balance. The Plan must
be suffciently descriptive so as to provide strong guding principles and a clear
framework for the current and future direction of the Districts mental health
services. At the same time, it must retain the capacity to be dynamic as the new
system unfolds and evolves.

For example, it is neither possible nor desirable to set out highly specifc
service targets,as these ~ill change and be adjusted over time. The Plan
attempts' to create the greatest degree of "tightness" at the broadest level- e.g.,

clear statements of mission, values, goals, key functions and principles to drve
. the system - and to provide succinct descriptions of the role(s), governance

structure and financing of the District's public mental health authority into the
future.

It is imperative that the new mental health system has the capacity to
measure itself in key performance areas. The ongoing measurement of system
performance from both organizátional and servces perspectives is critical to
ongoing improvement in systems performance. Achievément of this objective
requies agreement on the most critical areas to be measured, baseline measures
in those areas, and an ongoing understanding that these areas wil be measured
over time.

The Plan, then, fulflls its purose in three distinct ways:

. by articulating. systems ..direction, phiosophy,key functions 
and

structure;
. by describing how the system's major roles and governance wil take

shape; and
. by ensurng that the system has the ongoing, built-in capacity to

measure itself in key areas and to translate these findings into
continual improvement.

:S
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B. Process for Plan Development

Information, impressions and advice concerning Plan development have
been gathered in a variety of ways and from many sources. The Receiver's
Advisory Council has regularly discussed the development of the Plan, raising
and proposing Plan components, responses, and implementation activities.
Various forums held with interested parties have provided opportunities for
discussion and feedback. In addition, individual structured interviews have been
conducted with key informants, including executive, legislative and judicial
branch offcials. .

This process has been conducted to create an envionment that promotes
healthy and organized'interaction, discussion and debate. The substance of the
Plan is, of course,. a matter uniquely reserved to the parties and ultimately the
Court. The probabilty of achieving a'successful transition to the new system of
care will be vastly improved, however. because the Planha~ been discussed and,
hopefully, will be embraced by the wider governmental and mental health
community.

III. KEy ELEMENTS OF THE NEW MENTAL HEATH SYSTEM

A. Mission: Dvnamic Systems ofaare Built on Consumer Needs

The overalmissioIl' pf the new Pistrict of Columbia me,ntal nelÙth system
is to develop,supppI,,aI1d mopjtpr an efie,ctive and integrated community-based
system of ser:ces for peJJsonsvy~th identifableiiental health nee.ds, To

accomplish this mission, the system must be restructured to perform the
dierent and more diverse functions necessary to. significantly increase the total
number of persons served.

As with any such system, the priority in service response and system
design should be on tho.se individuals with more severe forms of mental or
emotional illness. This includes those who fal, within the federally-accepted
definitions of severely and perslstËmtly mentaly il adults or severely emotionaly
disturbed chidren and youth. Individuals with the highest degree of'
symptomatology and at greatest risk of pai and suffering have a higher
probabilty of be~oming a burden on their famjlies, sufering academic faiure,
being incarcerated, abusing alcohol and other drugs, etc. Left untreated, these

individuals disproportionately consume resources of numerous public systems,
such as schools, chid welfare agencies and law enforcement programs.

6
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Contemporary mental health systems - when truly consumer drven -

. offer greater potential for serving individuals, including persons with severe
illnesses, than ever before. In such systems, newer 

medications combine with a

community system flexible enough to meet individual needs to provide 
consumers

with a new sensé of dignty and hope, as well as demonstrated 
participation and

success in the larger community. Such a system will be "recovery based."

Such ends can only be achieved in a mental health system that is
integrate'd, community-based, and provided primariy in the consumers' natural
envionments (e.g., schools, hOIles, neighborhood health clinics). These .
characteristics permit greater partnering with other helping professions, earlier
identification of mental health issues, and reduced stigmatization. Further, the
most significant strides can be made when pr9gréssively greater resources are
targeted toward prevention and early intervention efforts focused on younger

, people and located in community settings.

At the heart of the new mission for the District's public mental health
system is the need to create dynamic systems of care buit on consumer needs.
Meeting this obligation requies demonstrated commitment to a system-wide
services philosophy that is:

. Person-centered: For children and youth, this 
means child;.centered

and family-focused. For both adultsánd children and youth, it means
that the system must fundamentally align itself so as to respond to the
unique types and mix of services each person (and family) requires.

. Community-based: The locus of servces as well as accountability and
defined decision-making responsibility should be at the 

community
leveL.

. Culturally comuetent: Agencies and individual staff should be

responsive to the unique cultural, racial and ethnic diferences of all
who are served.

B. Internalization of Consumer-Driven Core Values
In the reformed mental health system, all efforts, resoures and behaviors

must reflect the. vie-wthat "the cdnsUr~r iaÜtcharge." COI'é values i;ust be
defined, adopted, and tránslatedinto concrete behaviors aridpråctices' at each
level of the orga~ization. A consumér-drvéri process fácmtáted by the
Transitionál Receiver.has identifed the systém's cOre 

Values asréspect,

accountabilty,recovery-based, quality, education ånd carig. These values have

been adopted, and are described more fuy, in the Receiver's FY 2001 Strategic

Plan.

7
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Monitoring conformance with these values through standards and

contracts is one powerful way to ensure thatthe system is consumer-driven.

Broad and consistent commitment to these values should also underlie and
thereby help stabilze relationships between the mental health system and
external constituencies, such as .courts and other agencies, and internal
stakeholders, such as system employees. CMHS has already begun to .

successfully implement consumer-driven values with the CarePoint Project. This
kind of effort must be continued and expanded.

c. Mandated SeDarate and Indenendent Authoritv Role

The new District mental health agency, hereinafter the "Department of
Mental Health". (the "Department" or "DMH"), wil be created as a cabinet-level
agency, with its Directnr reporting directly to the Mayor's Offce. The key task of
the new Department must be to provide the gove:rnmental leadership and
oversight functions necessary to manage a complex and pluralstic community
mentalhea.th:system. The new Department's structure and authority must give
it a clear mandate to play this key role actively and aggressively. This authority
must besepara.teLand distinctwithin DMH'sstructure, with,c1ear demarcation
between the authority role and any role DMH plays as a provider. This is
important not only because the work of an authority and a provider are vastly
different, but also because the "authority side" of the Department wil have
certifcation and licensure responsibility for all mental health services and
programs -including a.ny that the Department may deliver directly.

1. DMH's Powers and Duties

Legislation establishing the new Department must grant DMH the powers
and duties necessary to car out its "authority" responsibilties. Key authority

functions include those discussed below. .

a) Quality Improvement and Provider Oversight

In order to carry out the new comprehensive regulation and licensing
mandate described below, DMH will hie adequate numbers of trained staff to
certif and/or licenseánd,tnonitor alnon..hospitalinentalhealthfacilties and
program/? fOr whiçhlicensuue .isreq\1Ired under PisirictJa.w, includjng ~pecifcally .

Communty Reside:Qce.Ea.~ilties, 1\eclca.i(( Pay Treatment Programs, Free-
Standig. N)entaa. Rea1thc:lini!c~, .R-sìae,ntiaJ Treatment Crnters for. Chidren and.
Youth, and Mobile CQmrp\1l1ty O\1treachTreatment Team Servces. It should be
noted that individual professionals wil continue to be licensed according to
current practice, and the.refore wil not be licensed by DMH. The Department
wil also develop standard.s for certifcation of Core Servce Agencies (described in
. detai below) and specialty servce agencies. Through its quality improvement
and provider oversight function, the Department wil implement means to
stimulate, oversee and reinforce the values of a consumer-drven modeL.

R
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b) Planning and Policy Development

DlVHwillberesponsible for mental health planning and policymakng. It'
will develop the Districtis mental health plan and take a leadership role in
ensuring that the planning and policies of other District agencies are consistent
with the Districtis mental health plan. DMH wil also promulgate' 

policies and

rules to govern the mental health system. DMH wil develop 
and adopt an

annual strategic plan which will be used to measure system performance
throughout the year. .

The annual strategic plan will buid upon the Receiver's Plan and will

incorporate specific tasks and timelines, and provide for clear management
accountabilty for their accomplishment. The Department will involve
consumers, community stakeholders, providers and staffïn its planningprocesses. .

c) Medicaid Responsibilities

The Department wil utilize Medicaid as a major funding source for
community..base~ séryicés andwill sèek to maxmize Medicaid reimbursement at
both the servcès' and administrative lévels. DMH wil administer - via 

written
agreement with the Medical Assistance Administration ("MA") - those portions

of the state Medicaid program relating to mental health. DMH must therefore
have the delegated authority to fufi all of the responsibilties of a health plan,
in active collaboration with the MA. .

The Department wil implement th.e.Medicaid Rehabiltation Option
("MRO") to support' 

an arta.y of community servces for Medicaid éligible
individuals. Ovèr the past fieen Yéatsrmorå than 40. states have 

used the MRO
modeL. It is now the single most signcant method of federal reimbursement of
community mental health servces, particularly for adults with long term
disabilties and chidren and youth with signcant emotional problems.

The Deparment must havé the abilty to develop specifc MRO servces,
fee for servce rates, eligibilty criteria~ information systems, payment
mechanisms, etc. Whe. substantial progress has been made during the
development of this Plan, full implementation of the MRO wil take a minimum
of 18 to 24 months, and wil requie a continuing commitment of resources. A
specifc MRO plan with key tasks and timelines wil be shared with providers
and advocates.

9
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d) Systems of Care Management

DMH will play tlle key leaderßhip role inthe design and development of an
ovérall "systems ofcare"mocJel. These systems of care will address the .
challenges.Jaced by adults, chidren a.nd youth with inore severe forms of 

"mental
illnessa~dlor emotio~alprpbieDls, who often must deal with multiple and often
unconnected servcesyst.ems. Implementing this model wil require DMH to take

. the lead in developing alternative approaches to the planning, funding and
delivery of services. These approaches stress strong cross-agency partnerships, a
shared responsibility for ultimate outcomes, mobile/onsite responses by mental
health professionals, a shared philosophy of consumer-driven services and family-
driven supports, and the mixing and matching of funding streams to support an
overall servces plan.

In developing systems of care, the Department must exhibit leadership in
servng the special populations and services for which it will be responsible,
including children and youth and adults, with particular attentio.n to individuals
who are homeless, have a forensic statiis, or need housing and other special
supports. Leaders responsible for each of these special service areas must
develop a clearvision,treate cross-agencypartnerships, and involve consumers
and fami.y.members as fullparticipants in. servce plannig and evalu2Ìtion.
Under the systems of care model, DMH should alsodevelop utilzation
mamigement strategies to assure that consumers receive the right services, in
the right amount, at the right time.

e) Child, Youth and Family Services

Effective servces for children, youth and their family must be developed
and organized by the new. Department. DMH must establish,. through an .
interagency workgroup, a cross:-systems approach to funding, policymaking and
establishment of a single system of çare for children and youth with mental
health needs. New MRO servces, espe~iany connmunity based intervention,
must provide alternatives to out-of-District placement of chidren and youth.
Care management strategies, including streamlied, integrated servce planning
that meet the needs of chidren and youths and their families in.a varety of
settings, must be iinPlemented across al systems of care. Servce strategies
including sC::oolbasedservce strategies, must also be put in place. Strategies
aimed at sUPPprring,ancJ treating children whq ai-e theresponsibility of the

Children aI1CC.JJ~inily.Servces Age~cy e'CFSA"), or tlieYouth Services
AdministratioI) ("'¥SA"),.or whQ~eho.mei.ess or separatec1fromtheirfaaes,
must be a priority. Al services must be consumer and family båsed,with
familes playing an integral par in servce planning and decîsion-making.

10
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f) Cònsumer and Family Mairs

Departmental planning and evaluation must involve consumers and family
members at all stages to instill across the agency a deeply-held belief 

that the
people best equipped to evaluate priorities 

and practices are consumers
themselves. Like most state departments of mental health, CMHS has created a
separate Offce of Consumer and Family Afairs ("OCF A"). While this is an
important first step, it does not - in and of itself - accomplish the end goal of
creating a consumer-driven system of care. To do this, leaders and managers at
all levels must embrace consumer involvement in the design, implementation and
evaluation of services. For example, this Offce could direct the monitoring and
measurement of the system's conformance. to the consumer driven core values. .
The new OCFA will have its own discrete budget, and will continue to be a full
partner in the team that leads the Department's delivery systems efforts.

g) Organizational Development and Training

As services are reformed, the size and responsibilities of the Department's
workforce are likely to change, and the need for training and staff development
will intensify. All staff providing services wil be required to demonstrate
knowledge and performance competencies in a range of areas, including the
recovery model and cultural competence. The Department will establish a
Training Institute, develop strong working relationships with local universities.

. and other professional resources, and provide a continuous learning environment
for consumers, community stakeholders, staff and providers. It is also critical
that the Department work with organized labor to find effective ways to manage
the ongoing retraining and redeployment of staff throughout this dynamic period
of change.

h) Enforcement of Consumer Rights

Consumers and their advocates need effective administrative mechanisms
to enforce statutory protections for consumers of public mental health care. The
Deparment must, through the thoughtfu and innovative involvement of neutral
thid parties, develop and implement non-judicial processes to protect consumers
and address their grevances. Fundamental faiess, such as the meaningf
opportunity to be heard, whether individually or throlJgh one's representatives,
and real enforcement consequences, must be hallmarks of such a system, and
must be proposed by the Deparment in rules adopted with the support of
community stakeholders. Fortunately, there are many successful models that
can be explored. Implementing the fai hearing processes required under federal
Medicaid law will be a good beginning, but the Deparment must extend these
Idnds of protections to all consumers of public mental health care. It is important
that the development and initial implementation of a consUmer protection
process and ful and fair grevance procedures be accomplished before the end ofthe Receivership. . .

. o. ..~..-..-_. .. 11
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2. DMH Leadership Roles

Many DMH leadership positions will report directly to the Director of the
Department, have responsibilties that cut across agency lines, and 

exercise

authority that traditionally has been held by other District offcials (such as full
procurement and personnel authority). In exercising such authority, the
Department's leadership 

will follow the substantive laws and policies of the
District and work colhiboratively with District leaders to ensure cross-agency
teamwork and participation. If existing laws and reguations impede
implementation of the Plan, the Director wil 

"consult with the Mayor to develop
an appropriate resolution.. This coopeTation will balance the legitimate and
important District.:wide control function with DMH's mental health system
responsibilities and strong consumer service and support phiosophy.

a) Chief Financial Officer

The financing and delivery of health care is a complex endeavor. The
Deparment's ChiêfFinancial Offcer ("CFO"), will be appointed by the District's
CFO in collaboration with the Director. The CFO wil directly report to, be
ultimately responsible to, and be under the supervisory direction of the District's
CFO, through the Director. The CFO wil be responsible for working a,sparr .of
theDMHleådership té'åmtó develop 

fiscal strategies consistent witlltlleovéral

diectionfo:t the' system, ánd Itfcomp'lå.nce withapplièableDistrict and;Medicaid
lawsa.::dpolicies.TlieÐFO'wi advöcate . 

for . and adVance;the pQlieyQbjectives of

the DìtéctÓt, to 'the éx:tent consistent with his or her ultimate respOÍlsibiltyto

and supervisory control by the' 
District's CFO. The CFO must put into place

sound budgeting systems, establish and maintain clear accountability for
management responsibilty, produce financial 

and performance reports on a
timely basis, develop financial policies that ensure adequate internal controls,
monitor the fiscal development and performance of both DMH and private
providers, and develop and implement the bilng systems that wil be necessar .

to support MRO and other contracts.

. b) Chief Information Offcer

The 'ííew€hief"InfÔrmation' Offcer ("CIO"). must establish the information
systems policiés'åöd-technology;to support 

an increasingly community- and thid
par ptovvdèr- båsed'mentalhealthsystem. TheClO mJ.st wOrk in p.artnership
withinterlãã anaèXtê:rnal ptovidetentities in offering information .systems

trä1r'ing;support and cønsultation. These responsibilties will require capital
investment in both hardware and software. The CI0 wil actively coordinate
with the Offce of the Chief Technology Offcer ("OCTO") in establishing needed
information systems' plans and policies.
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